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Cranial nerves: Visual acuity reduced. Fundi: Retinitis pigmentosa; bone corpuscle spots of pigmentation ; small retinal vessels. Pupils and ocular movements normal. No nystagmus. Slight double ptosis. Facial movements weak and absence of lines of expression; fixed smile.
Motor system: Limb movements free, but weak and inco-ordinate. Dysmetria in uptper litnbs. Can stand when supported; makes wildly ataxic movements with lower limbs when trying to walk. Marked muscular hypotonia. Muscles soft and flaccid; abnormal laxity at all litnb joints. Coarse tremor on voluntary movement. Sensations: ? normal.
Reflexes: Abdominals not obtained; plantars, flexor response; tendon reflexes present and equal. Cerebrospinal fluid normal. Blood Wassermann reaction negative.
Discus8ion.-Mr. ARNOLD SORSBY said that when the Tay-Sachs disease became recognized as a clinical entity there was a tendency to regard every cerebral degeneration associated with retinal changes as a form of that disease. So much did this tendency persist that when the totally distinct clinical entity of Batten-Mayou disease was clearly established, people regarded it as a modification of the Tay-Sachs disease. It was thus that the erroneous titles of " infantile amaurotic idiocy " applied to Tay-Sachs disease, and of " juvenile arnaurotic idiocy", applied to Batten-Mayou disease, had become firmly established. Apart from these two groups, there was also a third variety of cerebro-retinal dystrophy; the Laurence-Biedl syndrotne. It would therefore be wise, now that evidence was coming forward of the existence of a group of cerebello-retinal degeneration, not to regard every reported case as an example of one and the same disturbance. His own impression, from the reading of the various cases that had been reported since 1901, and from a study of the family under his care, was that there were probably as many different forms of cerebelloretinal degeneration as there were of the cerebro-retinal type. At any rate dogmatism should be avoided at this stage.
Dr. D. E. DENNY-BROWN asked whether there was any evidence in this patient, or in the history of other members of the famnily, that this was a progressive lesion, and whether the retinal condition had progressed to complete blindness. In the examples that he had seen of that type of disturbance, where retinilis pigmentosa occurred with spastic paraplegia, both the conditions were progressive, and had begun at the ages of from 18 to 25 years. That type, of course, appeared to be more in line with the conception of late " cerebromacular" disease.
Dr. R. M. STEWART (in reply) said that in both the cases referred to there had been definite progression of the symptomiis, the two sisters having become more helpless as they grew older. As the retinitis pigmentosa had only been detected last year he could not say how far it had progressed, if at all. But the fact that the sister who had died recently, and who was six years older than this patient, had had all the physical signs, including those in the retina, in a more marked degree than in the younger sister, suggested a steady progression. There was this long history of intermittent headache and occasional attacks of vomiting, with recovery afterwards. There were no neurological signs; the only sign was papilloedema. The diagnosis rested largely on the ventriculograms. As far as the ventricle was concerned, it was evident that there was internal hydrocephalus, but in the view taken with the head fully extended over the end of the table, so as to get the air to go up into the third ventricle, that ventricle had not filled, but one could see that the foramen of Monro was reduced in size. There was a slit of air in the anterior end of the third ventricle, but nothing behind that. That same picture was given in three separate films. There was a chance that these nonfillings might be due to air-locks, but the foramen of Monro was very narrow. At the Manchester Royal Infirmary Dr. Twining worked out with me the radiography of the third ventricle, and the filling defects in the different lesions.
Therefore I operated immediately, turning down a right frontal flap and excising a circular piece of the right frontal cortex. When the ventricle was opened, the foramen of Monro was identified by the veins leading to it and by the choroid plexus coming out. It was blocked by an opaque grey cyst. The cyst was picked up and punctured; it was very difficult to aspirate. To try to puncture one of these cysts in an emergency would be of little use. When I had emptied the cyst and extended the foramen forward by incising the anterior pillar of the fornix, it was easy to deliver the cyst and remove it.
The patient made an uninterrupted recovery, and is now, apparently, in good health. At no time did she have difficulty in turning her eyes to the opposite side. Of seven patients dealt with by this method of approach, only one had difficulty in turning the eyes, and that difficulty lasted only seven days.
Discussion.-Dr. MACDONALD CRITCHLEY said that he had seen this patient about eighteen months ago at another hospital, whence she was transferred to Queen Square. In hospital there were practically no abnormal physical signs except papillcedema, but, in consideration of the history, it was thought that a third ventricle tumour was the most likely diagnosis. She had previously been an in-patient in one or two mental hospitals. It was interesting that at one of them, some years ago, the diagnosis of third ventricle tumour had been made; even at that time she had papillcodema. On the strength of the suggestive history a ventriculography was carried out and had appeared to show a surprisingly normal third ventricle. Mr. Jefferson, whom he had asked to see the patient, had, by a stroke of genius, suggested another ventriculography; the result showed, as Mr. Jefferson now demonstrated, a definite third ventricle tumour.
Though thig patient had made a post-operative recovery, she had recently reported to hospital with a return of her depression and with ideas of persecution. The possibility of a recurrent depressive psychosis independent of the third ventricle tumour was very great. Mr. JEFFERSON said he had forgotten to mention that at the operation it was found that the upper part of the cyst was covered with a film of brain tissue. The only knowledge he had at the time was Dandy's remark that the tumour arose from the ependyma or the choroid plexus. It was consistent with a paraphysial origin that this layer of glial tissue was present, the tumour descending though the roof of the third ventricle. Operation (April 30, 1936) .--Left frontal parasagittal meningioma and olfactorygroove meningioma removed after partial resection of left frontal lobe.
